The era of enlightenment, which pervaded the latter part of the 18th century, gave rise to a more humane attitude to insanity than had prevailed until then and led in turn to the founding of institutions for the insane by voluntary public subscription in London (St Luke's) and in the provinces in, for example, Newcastle, Manchester and in York (The Retreat).
But for economic and social' reasons, particularly the rapid increase in population from seven to twelve millions during the reign of George III (1760-1820), the existing facilities for the care of the insane were swamped. They spilled over into the streets as vagrants and found their way into the workhouses and houses of correction. There can be little doubt that the gaols of the time contained, inadvertently or by design, a goodly proportion of lunatics. The treatment -or more precisely, lack of it -became a public scandal which was exacerbated by the revelations of abuses and cruelties at the York Lunatic Asylum and at Bethlem. In 1815 a parliamentary Select Committee was set up to consider: 'Of provisions being made for the better regulation of madhouses in England'. It found that: 'If the treatment of those mentally disordered in the middling or in the lower classes of life shut up in hospitals, private madhouses or parish workhouses is looked at, your committee are persuaded that a case cannot be found where remedy is more urgent'.
As a result, an Act amending an 1808 Act was introduced in 1815 which provided for money to be borrowed by the counties for the purpose of building asylums. This Act certainly stimulated the county asylum movement, but the counties themselves dragged their feet -as the local authorities drag theirs today in the provision of community care facilities -until 1845 when they were not exhorted but compelled to build asylums.
The county asylums were conceived in an atmosphere of therapeutic optimism and benevolence towards these doubly disadvantaged, i.e. the pauper lunatic. They served initially as receptacles for those swept back from the streets and out of the prisons and workhouses. It was a matter of extreme good fortune that there were men of genius and of goodwill around at that time I Based on paper read to Section of Psychiatry, 14 April 1981 0141-0768/81/090641-04/$01.00/0 who carried the philosophy of optimism and benevolence into action. Mention could be made of Dr Gardiner Hill and Dr E P Charlesworth, both of Lincoln Asylum, of Sir William Ellis of Wakefield Asylum and later Hanwell, Middlesex, and of John Conolly who succeeded him as superintendent of that hospital.
Dr Conolly deserves special mention in this context. Benevolent as he undoubtedly was, Conolly was an unashamed autocrat. His book 'The Construction and Government of Lunatic Asylums and Hospitals for the Insane', published in 1847, is in essence his blueprint for the model mental hospital. He is absolutely uncompromising in his detail of the role of the medical superintendent who, he writes, 'should deserve the fullest confidence of the governing body, and should possess it. His representations should always be received with respectful attention, and his complaints of neglect of duty, or of departure from his plan of managing the asylum, should be investigated promptly, openly, and with care. His authority cannot be impaired without detriment to the asylum, through every part of which his influence must be continually in operation.' He goes on later: 'Nothing should be done without his sanction' -an imperious command if there ever was one! . It is of more than passing interest that the Commissioners in Lunacy's Report for 1847, the same year as Conolly's book was published, contains 'General Rules for Asylums'. These rules, in several important respects, echo Conolly's desiderata. Rule 2, applying to the Resident Medical Officer, states: 'That he shall be Superintendent of the Asylum, and shall have authority to recommend the hiring and discharge of all attendants and servants, and shall also generally have the control over the male attendants and servants, and authority to suspend them whenever he shal1 deem expedient'. And Rule 6 says: 'That he shal1 be responsible for the management and condition of the establishment, and shall have the direction of the medical, surgical, and moral treatment of the patients, and , of all general arrangements within the Asylum'.
We now move on half a century or so when, in 1894, Dr Charles Mercier, then of Leavesden Asylum and the City of London Asylum, published his book 'Lunatic Asylums, Their Organisation and Management'. This is a comprehensive treatise with sections dealing with Housing, Food and Clothing, Occupation and Amusement, Detention and Care, and The Staff.
In the last section there is a chapter devoted to The Superintendent which is significantly subheaded 'Supremacy'. He summarizes the arguments for and against giving the chief medical officer the supreme authority in running an asylum. He comes down firmly in favour of such an arrangement as the best method of management. He goes on: 'That a medical man cannot know all the details of the work of all his subordinates is true; but so long as he has a thorough knowledge of the duties of those who have the immediate care of the patients, and is assisted by competent and loyal heads of departments, that is not essential'. He draws a parallel with the commander of an army who, he points out, is not expected to know in detail the work of all his subordinates.
And now to take a giant leap forward to the rules and regulations governing that vast complex of mental hospitals that used to be administered by the London County Council. The 'Manual of Duties' for 1936, which applied, incidentally, when I joined that prestigious and efficient service in 1938, begins with the Medical Superintendent. Rule 8 states: 'He shall have paramount authority in the hospital, subject to that of the hospital Sub-Committee, and shall have the general direction and control of all the medical and general staff of officers and servants, with the power to suspend any of them for misconduct ...'
It is as well to remind ourselves that four of the outstanding Medical or Physician Superintendents of our time, Drs T P Rees of Warlingham Park, Joshua Carse of Graylingwell, Kenneth MacMillan of Mapperley and A B Monro of Long Grove, were all autocrats. To what effect their pioneer work could have been carried out in the political and managerial climate of today is a matter for conjecture. Now, not only has the position of Medical Superintendent been virtually abolished, but there has been an attrition of medical authority almost to vanishing point. The vacuum left behind has been filled by a predominantly lay administration operating through a multiplicity of committees. Administrators and their attendant acolytes have spread like a moss, and as they have proliferated so has the quality of management deteriorated. The buck, which at one time stopped fairly and squarely at the door of the Medical Superintendent, is now kicked around like a football and decisions, like goals, are hard to come by. Committees, it is too easily forgotten, may be able to formulate policies, but they cannot execute them.
Is there any relationship between the disappearing medical authority and the seeming chaos in the administration of our mental hospitals today? I believe there is, although it would be fatuous to claim that it is the only factor. In order to give point to my thesis I must revert to Conolly. Within three years of his resignation from Hanwell as a result of interference in hospital affairs by the Board of Visitors (a lay body), the hospital had rapidly declined from a position of excellence second to none in the Kingdom. In the Middlesex County Lunatic Asylum reports for 1855 and 1856, it is said the Hanwell was 'an indifferently managed asylum where lunatics are herded by the thousand, fed and clothed as paupers, but not treated as patients'.
However, scandals involving cruelty to and/or neglect of patients were, until recently, seemingly few and far between. Indeed, the only reference I can find to an official enquiry was in 1922: 'to investigate and report on the charges made by Dr. Lomax in his book, "The Experiences of an Asylum Doctor ...".' The inquiry was into charges made by Dr Lomax at Prestwich Hospital, Lancashire. The key to the summary of conclusions is contained in the paragraph on page 75 of the report (Committee on Administration of Public Mental Hospitals 1923): 'Generally, it may be said of the book that it draws attention to some aspects of asylum administration which have long been recognised as admitting of improvement. There are, however, many statements based only on hearsay evidence or on none at all, and many deductions unjustified by facts. There are, moreover, many gross exaggerations and a number of statements which are demonstrably untrue'. In effect, the hospital and staff were exonerated.
But in the past decade or so there have been no fewer than 14 enormously expensive, demoralizing and doubtfully worthwhile committees of enquiry. The most notorious in this long and dismal line are those into Normansfield Hospital, Middlesex, and into St Augustine's Hospital, Canterbury. In the St Augustine report (1976) the diminished status of doctors is clearly exemplified by two quotations: 'Some [nurses] who have worked for many years in the hospitals without adequate assistance to keep up to date still regarded themselves as under the control of the doctors'; and the other turns the knife more deeply in the wound: 'There must be an end to this wrong thinking. The consultant does not own the bed and has no more authority over it than the nurse'. The Report also provides evidence of the existing administrative chaos: 'We have already mentioned that staff working in the hospital did not seem to know who was responsible for taking decisions if there was a disagreement' (p, 108 5.31).Andagain: 'Dr. W.said "The problem is that the Medical Executive Committee has got no teeth. It makes recommendations, they are minuted, and that is that, nothing happens".' (p. III 5.40).
I have already
intimated that the demoralization and increasing deterioration in standards in our mental hospitals could not be attributed entirely to the decline in the authority of the doctors, important as I think that to be. I am of the opinion that to some extent the trade unions in our hospitals must bear some of the responsibility. And may I make it immediately clear that I do not set out to bash the unions: I am wholeheartedly in favour of the pursuit of the legitimate aims of trade unions by constitutional methods. What I am vehemently against, however, is the abuse of their undoubted power in order to achieve purely political objectives or pecuniary advantage. The so-called unofficial strikes (and may I reflect that, until a very few years ago, strikes of any sort in our hospitals were unheard of) which are unhappily not infrequent in this day and age are not expressions of socialism, or trade unionism, but an expression of unbridled anarchy.
Again, nurses through their unions are demanding a greater say in who is admitted to hospital-the right of veto in effect. The protest in the main is in regard to those admitted as offenders, either under Part IV or V of the Mental Health Act 1959. The Times of 29 January 1977 carried this statement: 'Nurses belonging to the Confederation of Health Service Employees at Friern Hospital, North London, are to ban the admission of potentially violent patients' (my italics). This is a most extraordinary statement and no mistake. If the nurses meant what they appear to have meant then all admissions will have had to be banned, for who is not 'potentially violent'? If, however their intention was to ban all offenders, then nurses are taking upon themselves an exceedingly grave responsibility. One of the most humane principles on which the 1959 Act is based is that if an offender is found to be suffering from mental disorder he should be treated and not punished. It is a fact that because mentally abnormal offenders are being denied the right to be treated in mental hospitals, judges are being forced to award prison sentences and, in some cases, life sentences. A comparable situation arises where nurses refuse absolutely to accept patients from special hospitals who no longer require the maximum security these hospitals have to offer. This practice is unjust if not inhumane.
What is to be done to restore real management in our mental hospitals? Much -too much -is heard these days of the multidisciplinary policy, but I have as yet been unable to arrive at a clear understanding as to what this means. Is it like 'community care', merely a talismanic slogan? Is it an attempt to break down the old hierarchies and introduce so-called democracy? Is it a method of giving equality and, therefore, the same degree of authority to each and every discipline concerned with the admission, treatment and discharge of patients? Or is it, as it could readily become, yet another manoeuvre to hand over power -not necessarily, however, with responsibility -to those unqualified to exercise it.
I submit that there can never be equality in the management of a mental hospital and its patients. The consultant(s) must be paramount. I make this pronouncement with the full understanding that it sounds arrogant, reactionary and elitist. But what are the facts? These can be considered thus:
(1) Professional status: There can be few jobs, if any, that demand an apprenticeship as long as that served by a consultant in the NHS. To qualify as a doctor is in itself no mean feat. If a career in psychiatry is decided on, the postgraduate MRcpsych is a virtual prerequisite (the MD and/or MRCP are desirable optional extras). Then, after ten years' experience, the doctor has to enter in open competition for a consultancy against pretty stiff competition. Consultant status, it must be added, is defined by the NHS Act 1946, and is the only one such position to be so precisely and legally defined.
(2) Legal status: The consultant is governed and licensed by Acts of Parliament. Within these Acts standards of training are laid down by the General Medical Council which also enforces an ethical code through its disciplinary committee.
(3) Responsibility within the NHS: The consultant represents the final medical authority within NHS hospitals and on clinical matters cannot be overridden. If there is a question of his incompetence or negligence, he is not answerable to his employees but to the Criminal Courts or the GMC. It is as well to remember in this context that although it was recommended by the committee of enquiry that the hapless superintendent of Normansfield should never again be employed in a NHS hospital, the GMC decided that he had not offended against any of their rules of conduct and made no recommendation in his case. For these reasons, cogent reasons in my opinion, the consultant must lead in all matters appertaining to the welfare of the patient.
However, it would be an exceedingly stupid consultant -and some there are without any doubt -who would not seek and heed the advice of his ancillary colleagues. But the final judgment must be his. Primus inter pares is just not good enough. He must lead.
In overall management of the hospital, however, there must, of course, be consultation, as there was in plenty in the so-called bad old days. Each of the disciplines concerned is entitled to its own autonomy. But, to quote a recent leader in the British Medical Journal (1977) : 'The ultimate control, the hand on the tiller, must be that of a designated member of the medical staff -call him chairman of the division of psychiatry, Physician Superintendent, or what you will. As it did with Dr. Conolly, the buck must stop and be seen to stop at his desk'.
Henry 
Microchips in medicine
The much heralded 'microchip revolution' has made an impact in many fields -industrial automation, supermarket stock control and business accounting, to name but a few -and television games can occupy the new-found leisure of the community. However, the transition from manual operation to partial or full automation is not necessarily easy and may require a different approach on the part of the user. It is perhaps not surprising that the microchip has had very little 0141-0768/81/090644-02/$01.00/0 impact on the practice of medicine as a whole at the present time.
At one end of the scale, special purpose processors are built into a wide variety of equipment such as blood gas analysers, devices for testing respiratory function or patient monitors. The user is often unaware that the machine is microprocessor based, but this may be advantageous in terms of increased reliability and versatility with reduced cost. In theory, improvements in system software may be readily incorporated, although in practice changes may not be passed on to the user and bugs in the system may be troublesome. Maintenance is also likely to be easier for the manufacturer, but faults may be difficult for the user to eradicate .unless details of test and troubleshooting procedures are available,
Computer-based body scanners lie at the other end of the spectrum, where powerful computing facilities are required to control the system and process the signals from X-ray or other detectors. These devices rely on high-speed dedicated computers for their operation, and the low cost and ready availability of suitable microprocessors have helped to make these machines a commercial reality. This development has had an enormous impact on clinical practice, In addition, there are many computer applications, using general purpose or dedicated machines, which have only an indirect effect on patient care. Data processing and retrieval systems, which may vary in size from simple pocket calculators to large computer installations, are well established particularly for financial transactions and may also be used for stock control, clinical chemistry and other well defined purposes.
However, the fully developed computer-based hospital information system, although heralded for more than a decade, remains unimplemented. This is largely due to the inflexibility of many computer systems and the difficulties of providing the system with accurate and up-to-date information.
Less amibitious schemes have been developed for teaching, patient interrogation and other purposes. These are often used very successfully in the centres where they were developed, but may languish when transferred to other institutions. This is not necessarily surprising in view of the individualistic nature of medical practice, idiosyncrasies of systems designers or programmers and lack of compatibility between equipment from different manufacturers.
Thus the benefits of microprocessor-based systems, whether for information retrieval or process control, are best seen in service (such as radiology and pathology) and administrative departments of the hospital, and computers have
